











L440: Admin-Medical Director }

The Governing Board and CEO has officially documented the re-appointment of the Medical

Director. - -

The deficiency was corrected by an Ad Hoc Governing Board meeting was held and the Medical

Director was appointed, and documentation placed In his file in addition to the minutes. ‘

Who is responsible: CEG _

What will be done to prevent this from reoccurring and how it will be monitored for continued

compliance: _

* The CEO was reeducated that a Governing Board meeting must be called. The CEO presents
the proposed medical director for appointment. Documentation must be placed in the Medical-
Director's file and the goveming board minutes; -

¢ The Medical Executive Committes will monitor that there is an appolnted Medical Director at
alf times. -~

Date of completion; 1/19/2019

L.495: Admin Rules-Perform Evals
SPBH has corrected the process to ensure the identification, tracking and investigation of

patient safety events.

The deflclencies were corrected by:

» The CNO placed in the CNO Communications the description of incident reportihg on
1/25/2019.

» The CNO reeducated the nursing staff on the proper procedure of completing incident reports
on 2/11/2019 and 2/12/2019. Education included but was not limited to how to fill out an
incident report, non-punitive approach of reporting, and using the newly implemented locked
box that prevents removal of incident report. The locked box centrally locates the reports and
prevents unauthorized access to the reports.

« The new process ensures the completion and secure collection of the incident reporis, The
Incident is then placed in the variance log by the P| Director. The report is then investigated by
the appropriate department head, '

» Once the incidents have been properly recorded and investigated the trends are now being
forwarded to the Pi Committee for assessment of trends and implementation of Pl activities
and action plans. ‘

+ Trends in the P! Committee that have had successful Plans developed include the medication

- review from the CNO and Director of Pharmacy, an active fall prevention program and de-
escalation of aggressive behavior through CPI efforts. The mitigation plan of room checks,
along with the searches, assists with the identification of possible contraband and
identification of specific patients that required specific behavioral plans.

Who Is responsible: Director of PI e

What will be done to prevent this from reoccurring and how it will be monitored for continued.

compliance: - a

« Program Direclors are reviewing incident reports and communication from their respective
programs to ensure all incidents have documented reports.

» CNO, Program Directors and other Department Heads will review the variance log on a
weekly basis to verify all incidents have been reported.. . :

¢ 20% of medical records will be randomly audited for Incidents that will be compared with the
incident reports to insure all have been reported. L ) L

« The audit will continue until compliance is achieved at 80% for three cansecutive months. If
compliance drops below 90% for two consecutive months then a rnew corrective action plan
will be created and cortinued to be monitored until 80% compliance is achieved for 3 months.




Date of completion: 3/9/2019
Item #1: Patient Safety

The deficiencles were corrected by:

 Correcting the process for identifying and reporting incident reports.

s Incident reports are completely investigated.

« Incidents are frended in P| Committes and action plans developed.

» Monthly the data is now aggregated, analyzed and presented to the PI Committee and
reported in the Pl Improvement Dashboard.

Who is responsible: Director of Fl

What will be done to prevent the reoccurrence and how it will be monitored for continued

compliance;

e Program Directors will aggregate and analyze incident report data and present monthiy to the
Pl Committes, :

« If incidents are noted to oceur but are not on the variance log with at least a 90% compliance
rate then a new action ptan will be developed and monitored until there is 90% compliance for
a three month period.

Date of completion: 3/9/2019

Item #2: Quality Care Assessment and Improvement.
SPBH has evaluated the performance metrics for the clinical contracted services and has
reported this to the Pl Committee. This includes the contracted Pharmacy Services.

The deficiencies were corrected by: -

« The clinical contracted services were reviewed, and the evaluations were submitted to the Pl
Committee.

e The Director of Pharmaocy is active in meetings individually with the CNO, reports medication
errors through aggregated and trended data first in P&T Committee then in Pl Committes.

Who is responsible: Director of Pl is ultimately responsible for the ongoing Pl process at SPBH.

What will be done to prevent the reoccurrence and how it will be monitored for continued

compiiance:

» On an annual basis in January all clinical contracis will be reevaluated (if not earlier) and
presented in Pl Committee.

o Pharmacy will review all medication errors, trends and analysis in P&T and Pl Committees.

« If at least 90% of clinical contracted services are not in compllance with evaluations for 2019
or 2020 then a new action plan will be created and monitored yearly for 3 years.

Date of completion: 4/1/19

item #3: Data Collection and Analysis
SPBH now documents the aggregation and analysis of data.

The deficiencies were corrected by:

e The P| Plan was reevaluated, and it was determined that the plan was appropriate. The
documentation has been readjusted over the past year and it has been readjusted to be more
detailed to accurately reflect the Pi process,

e The person taking minutes has been instructed to be more detailed in the documentation.

Who is responsible: Director of Pl

What will be done to prevent the reoccurrence and how it will be monitored for continued

compliance: _

¢ The minutes will be reviewed for aggregation and analysis.




Date of completion: 4/1/2019

item #4: Quality Improvement Activities:
SPBH does identify problems, prioritize problems and develops action plans.

The deficiencles were corrected by:

¢ Each department identified indicators for potential problems, with-Identified benchmarks,
targets for improvement and identified the monitoring plans.

Who Is responsible: Director of Pl is responsible for overall oversight. .

What will be done to prevent the reoccurrence and how it will be' monitored for continued

compliance: ‘

e All department indicators will be reviewed. If 90% of departments are not in compliance with
presenting the indicators with benchmarks targets for improvement and monitoring plans,
then the department head in noncompliance will be reeducated and individually monitored by
the Director of PI,

Date of completion: 4/1/2019

ltem #5: Adverse Event Action Plan Monitoring: : _
The hospital is now in compliance with monitoring action plans to determine effectiveriess of
interventions or measurable progress toward the estabiished goals.

The deficlencies were corrected by: ,

» Having a reevaluation of the RCAs action plan evaluations.

» The medical director of the internal medicine group agreed to participate in the resvaluations.
Who is responsible: Director of Pl is responsible for coordination of all P activities,

What will be done to prevent the reoccurrence and how it will be monitored for continued-
compliance: 7

» AllRCASs and adverse events will be discussed in Pl Meeting to ensure appropriate follow up.
Date of completion: 4/1/1¢ ‘

ltem #6: Performance Improvement Action Plans:
SPBH has taken major steps to correct all identified deficiencies.

The deficiencles were corrected initially and when similar citations were given additional plans
of actions were immediately put into place to rectify all concerns. The hospital has always -
provided quality care and will continue to strive to provide excellence in psychiatri¢ care, which
is desperately needed in this area. Please refer to each citation for how it is specifically
addressed.

Who is responsible: CEQ

What will be done to prevent the recccurrence and how It will be monitored for continued-
compliance: '

» The CEQ is held responsible for the functioning of the hospital.

» The CEO receives direct supervision from the Governing Board.

Date of completion: 4/1/2019 -

L505: Provide Patient Services
SPBH has employed sufficient staff to provide patient services,

The deficiencies have been corrected by:
» The hospital staffing plan requires a minimum of one RN and sufficient staff per unit per shift,




s The Governing Board reviewed and approved on 2/27/19 that one additional RN o be placed
on every shift in case of call offs, '

« If a RN calls off, efforts are made to replace,

« Agency contracts are in place to cover if hospital staff are not sufficient,

« Recruitment bonuses are still in effect.

« RNs receive insurance for free.

¢ All staff have been requested to give any suggestions on how SPBH car retain and recruit
good staff. This was done as recently as 3/26/2019 in town hall meetings.

Who Is responsible: CEO ' '

What will be done to prevent the reocourrence and how it will be monitored for continued

compliance:

« Interviews and hiring continues.

o Staffing is scheduled to include sufficient staff.

« HR department will provide a turover rate report monthly to the Pl Committee.

Date of completion; 4/1/2019

L545: Orientation-Org

SPBH has corrected the orientation process and documentation in agency files. Al staff are
oriented appropriately prior to working. Agency staff files have been reviewed to verify that the
orientation has occurred and is appropriately documented.

The deficiencies have been corected by the Director of HR, who has reviewed 100% of current

agency files.

+ A checkfist is now included in the files,

» Minimum of orientation now exists for workplace harassment, environment of safety, hazard
communication, patlent rights, abuse and negiect, HIPAA, cultural, age and SUD competency,
EMTALA, therapeutic boundaries, codes, and infection control. :

Who is responsible: Director of HR

What will be done to prevent the reoccurrence and how it will be monitored for continued

compliance:

« HR reviews all files and has a tool to ensure all training has been completed prior to an
employee working a shift, :

» HR will review the tickler system on a minfmum of monthly basis fo ensure all trainings and
orlentation are current and complete.

» HR Department will provide a compliance report to the P! Commitiee monthly.

Date of completion: 4/1/2019

* L550: Orientation-Physical Layout
SPBH has corrected the orientation process and documentation in all current agency files.

The deficiencies have been corrected by:

« Documentation of the orientation of the agency staff to the physical layout and to the physical
layout of the hospital places where patients at risk for inadequate care. All staff are required to
have orientation.

Who is responsible: Director of HR

What will be done to prevent the reoccurrence and how it will be monitored for continued

compliance;

» HR reviews employes files and has set up a fickler system to ensure all training has been
completed prior to working a shift.

+ HR will review the tickler system on a monthly basis to ensure all trainings and orfentation are
current and complete,




« HR Department will provide a compliance report to the Pl Committee monthly,
Date of completion; 3/27/2019

L555: Training-Disaster Plans
SPBH has corrected the orientation process and documentation in agency files, Alf staff are
required fo have orientation.

The deficiencies have been corrected by:

o All agency employees have been trained on the fire and disaster plan of the haospital and
documentation in the file. =~ .

Who is responsible; Director of HR ’ '

What will be done to prevent the reoccurrence and how it will be monitored for continued

compliance;

s HR reviews files and has a tracer tool to ensure all training has been completed to an
employee before working a shift.

¢ HR will review this tracer on a monthly basis to ensure all trainings and orientations are up to
date and complete. '

e HR departrnent will provide a compliance report to Pl Committee monthily.

Date of completion: 3/27/2019

L560: Training-Infection Control A
SPBH has corrected the orientation process and documentation in all current agenocy files,

The deficiencies have been comected by:

* Documentation orientation of the agency employee to Infection Control, All staff are required
ta have this orientation. : _ :

Who is responsible: Director of HR

What will be done to prevent the reocccurrence and how it will be monitored for continued

compliance: -

» HR reviews employee files and has set up a tickier system fo ensure all trainings and
orientation are completed before working a shift.

¢« HR will review the tickler system monthly to ensure all trainings and orientations are up o date
and complete.

« HR department will provide a compliance report to the Pl Commitiee monthly.

Date of completion: 3/27/2019 :

L565: Orientation-Duties
SBPH has corrected the orientation process and documentation in all current agency files.

The deficiencies have been corrected by: _

« Documentstion of the orlentation of the agency employee on job duties and responsibilities.
All staff are required to have this orientation,

Who is responsible: Director of HR - '

What will be done to prevent the reoccurrence and how it will be monitored for continued

compliance: _

» HR reviews employee flles and has setup a ticker system to ensure ail trainings and
orientation are completed before working a shift,

» HR will review the tickler system monthly to erisure all trainings and orientation are up to date
and complete. _

» HR department will provide a compliance report to the PI Committee monthly,

Date of completion; 3/27/2019




L570: Orientation-P&P
SPBH has corrected the orientation process and documentation in all current agency files.

The deficiencies have been corrected by:

¢ Documentation of orientation of the employee for P&Ps and equipment hecessary to perform
job duties. All staff are required to have this documentation.

Who Is responsible: Director of HR

What will be done to prevent the reoccurrence and how it will be monitored for continued

compliance:

 HR reviews employee files and has set up a tickler system to ensure all trainings and
orientation are compieted before working a shift.

o HR will review the tickler system monthly to ensure all trainings and orientation are up to date
and complete,

» HR depariment will provide a compliance report to the PI Committee monthly.

Date of completion: 3/27/2019

L575: Orientation-Patient Rights
SPBH has corrected the orientation process and documentation in all current agency files.

The deficiencies have been corrected by:

¢ Documentation of orientation of the agency employee to patient rights according to 71.05
RCW and 71,34 RCW and patient abuse. All staff are required to have this orientation.

Who is responsible: Director of HR

What will be done to prevent the reoccutrence and how it will be monitored for continued

compliance: _

» HR reviews employee files and has set up a tickler system to ensure all trainings and
orientation are completed before working a shift.

» HR will review the tickler system monthly to ensure all trainings and orlentation are up to date
and complete,

» HR depariment will provide a compliance report to the P| Committee monthly.

Date of compietion: 3/27/2019

LL585: Orientation-Appropriate Training
SPBH has corrected the orientation process and documentation In all current agency files.

The deficiencies have been corrected by:

« Documentation of orientation and training of the agency employee. All staff are required to
have this orientation.

Who is responsible: Director of HR :

What will be done to prevent the reoccurrence and how it will be monitored for continued

compliance;

» HR will review employes files and set up a tickler system to ensure all trainings and
orientation are complete before working a shift,

e HR will review the tickier system rmonthly to ensure all trainings and orientation are complete
and up to date.

 HR department will provide a report to the Pl Committee monthly.

Date of completion: 3/27/2019

L590: Inservice Ed-Update




SPBH has ongoing In-service education and training to maintain and update competencies
needed to perform assignments, including for agency staff.

The deficiency was corrected by:

¢ Documentation in the agency employes file of in-service education. All staff are required to
complete mandatory in-services specific to fob functions and maintain competencles,

Who is responsible: Director of Human Resources

What is done to prevent the reoccurrence and how it Is to be monitored for continued

compliance: . . . . .

o HR will review employee files and set up a tickier system to ensure all ongoing in-service
education have been completed and competencies maintained on an ohgoing basis.

¢ HR will review the tickler system monthly to ensure all mandatory in-services and
competencies are current. - : ’

e HR depariment will provide a report to the Pl Committee monthiy.

Date of completion: 3/27/2019 '

L595: Inservice Ed-Staff

SPBH has ongoing, documentation of the in-service education in the file for all current direct
care staff including but not limited to: methods of patient care using the least restrictive
alternatives, including restraints and seclusion, current CPI certification, and current CPR
cartification.

The deficiency was corrected by:

* Documentation being in place in the agency staff's file, Including required certifications.

Who is responsible: Director of HR

What is done to prevent the reoccurrence and how it is to be monitored for continued

compliance:

» HR will review employee files and set up a tickler system to-ensure all mandatory certifications
and in-services are onfile. . -

¢ HR wiil review the tickler system monthly to ensure all mandatory certifications and frainings
are documented in the file and are current, . _

¢ HR department will provide a report to P monthly,

Date of completion: 3/27/2019

L670: Records-Performance Evaluations .
SPBH malntains employes filas including 90-day evaluations, and annual performance
evaluations for all current employees appropriately.

The deficiency was corrected by: '

= Requiring all staff evaluations being required in the employee files. These have been Updated
and placed in current files. . - : ,

Who is responsible: Director of HR

What is done to prevent the reoccurrence and how it is to be monitored for cantinued

compliance: ‘

« HR will provide each department head with the annual evaluation due date the month prior to
the due date. _

+ Department Heads will be held responsible to complete all evaluations on a timely basis.

« Each contract has a specific evaluation either In the actual contract or the addendum fo the
contract.

» HR will report to the CEQ if evaluations are not completed on time,
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o HR will report to the Pl Committee as a dashboard item of annual evaluations due. items will
have a numerator (completed on time) and a denominator (total number of evaluations due for
the month). -

Date of completion: 3/9/2019

L720: Infection Control-Precaution
SPBH has taken immediate action to ensure that staff members place standard precautions
specific to the prevention of transmission of infections.

ltem #1: Herpes Zoster

The deficiency has been corrected through education:

o Of all nurses on completion of Nursing Assessment, review of H&P documentation, follow
through on physician orders including Isolation precautions, notification of the Infection Control
Coordinator by completion of the Suspected Infection Control Form and completion of MTP,
This education occurred on 2/11/2019 and 2/12/2019.

« Of medical providers on the need fo order appropriate isolation precautions upon diagnosing a
patient with an infection. Providers were also educated to document any infection diagnosis
on the Medical Consult Log for follow up by the Infection Control Coordinator, Education
performed 2/5/2019.

Who Is responsible: Infection Control Coordinator.

What is done to prevent the reoccurrence and how it is to be monitored for continued

compliance: _ : ,

« Infection Control Coordinator reviews all suspected Infection Reports and investigates to
ensure that proper precautions are being followed.

» infection Control Coordinator reviews the Medical Consult Log for newly diagnosed infections.

» Director of Pharmacy gives list of all antiblotics ordered to the infection Cantrol Coordinator.

» HR reviews tickler system on a monthly basis to ensure training for all required staff has been
documented. .

« Infection Control Coordinator will report compliance with implementing medical treatment
plans and isolation precautions to the quarterly infection Control Committee Meeting.

Date of completion: 2/13/19

ltem #2: Hepatitis C

SPBH has corrected the deficiency through education:

¢ Nurses were educated on making sure that medical diagnosis are added to the patient’s
problem list and MTP,

o Nurses were educated to follow precautions ordered by physician, but to also notify the
Infection Control Coordinator to ensure that the patient is on proper precautions.

Who is responsible: Infection Control Coordinator

What is done to prevent the reoccurrence and how it is to be monitored for continued

compliance: _

« Infection Control Coordinator reviews all Suspected Infection Reports and investigates to
ensure that the proper precautions are followed.

« Infection Conitrol Coordinator reviews the Medical Consuit Log for newly diagnosed infections.

o Infection Control Coordinator will report compliance with implementing medical treatment
plans and isolation precautions to the quarterly Infection Control Coordinator.

Date of comipletion: 2/13/19

L765: Infection Control Meetings
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infection Control Meatings are now held at SPBH at a minimum of quarterly,

The deficlency was corrected by: :

e An Infection Control Coordinator is appointed for the hospital.

» Infection Control Committee will be held on the scheduled day and if key staff members are
absent, other qualified staff will fill their positions in the meeting. -

« The Infection Control Committee met immediately after the survey to get back In compliance.

Who is responsible: Infection Control Coordinator

What will be done to prevent the reoccurrence and how it is to be monitored for continued

compliance:

» The mesting s prescheduled for the year in the calendar and the calendar has been
distributed.

 The Administrative Assistant will send out the invites.

e Infection Control Committee Minutes will be provided to Pl Committee on a quarterly basis.

Date of completion: 2/13/2019

L780: Safe Environment .. .

SPBH has taken steps to ensure the safety of the patients through searches of the patient and

their belongings. Any contraband found at any time [s confiscated immediately. Taols are

utilized to assist In the search for contraband, including wanding. Safety monitoring is always a
priotity.

The deficiency was corrected by:

« Patients are searched upon admission, and skin checks and room checks are conducted in
order to mitigate possible events of contraband on the unit, -

« The CNO provided communication on 1/25/2019 through the CNO Communication describing
the process for incident reporting. A sample incldent report was placed In a red folder for staff
to use as a model for completing incident reports. :

» The CNO reeducated the nursing staff on the proper procedures of reporting Incidents on
2/11/2019 and 2/12/2019, _

o A new secure drop box was created for all incident reports.

« Incidents are placed in the variance logs by the Director of PI.

« The Incidents are analyzed, trended and action plans developed in P} Committee,

Who is responsible: Director of Pj

What will be done to prevent the reoccurrence and how is it to be monitored for continued

compliance:

» Program Directors will review incident reports and communicate with programs to ensure all
incidents are reported.

» CNO, Program Directors, and other Depariment Heads will review the variance Jog on &
weekly basis to ensure all incidents have been reported.

o if variances are found staff will be reeducated. If non-compliance is continued then a new
corrective action plan will be created,

¢ 20% of medical records from 2/28/2019 going forward will be audited weekly. This audit wil
continue until 90% compliance for 3 months is achieved.. - ,

« If compiiance drops below 90% for two consecutive months then & new corrective sction pian
will be created arid continued to be monitored until 90% at 3 months compliance is achieved.

Date of completion: 4/1/2019

L1065: Treatment Plan-Comprehensive
SPBH is now developing an individualized pian for each patient,

12




The deficiency was corrected by:

o RNs were reeducated on the proper procedures of completing MTPs on 2/11/19 and
2/12/2019. The education included but was not limited to purpose of freatment plans, how to
fill out a comprehensive MTP, review of MTPs and adding additional medical or psychiatric
probiems to the MTP.

o Sample MTPs were created for new employee orientation to teach and review sample plans.

Who is responsible: CNO

What will be done to prevent reoccurrence and how is it to be monitored for continued

compliance: ,

o During treatment teams, each patlent will be reviewed to identify any new and ongoing
psychiatric and/or medical issues that are being treated or deferred. Each issue will be placed
on the treatment plan accordingly.

¢ 20% of medical records will be audited monthly. This audit will evaluate completeness of
MTPs. This audit will continue until 80% compliance is achieved for 3 months. if compliance
falls below 90% for two consecutive months a new corrective action plan will be created and
audited until 90% compliance is reached for 3 months,

e Program Directors, Directors of Clinical Services and or CNO will audit new admissions within
72 hours for compliance with completeness of all issues.

o If the MTP is not complete the treatment team will be addressed to reeducate to include
medical and psychiatric.

» Monthly reports will be presented to Pi Committee via the Pl dashboard.

Date of completion: 3/9/2019

L1080: Discharge Plan
SPBH is now including the family whenever allowed by HIPAA, and ability to connect with
families. This is the goal whenever allowed by the patient. ,

The deficlency was corrected by:

« Education of therapists that family participation needs to be encouraged, with pemmission from
patient as appropriate, The therapists were reeducated on the proper procedures for
contacting and conducting family sessions as it relates to the patient’s care and discharge
‘planning. Education included but was not limited to: purpose of family sessions, expectation of
obtaining release of information, treatment team discussions about family involvement, where
to place documentation in the medical record about the family sessions as applicable. This
education was provided on 2/6/2019.

Who is responsible: Director of Clinical Services

What will be done to prevent reoccurrence and how is it to be monitored for continued

compliance: , _

» Program directors will randomly audit 30 charts a month to ensure documentation of attempts
to contact families and involve families in discharge planning.

« Noncompliance with involving families in discharge planning, when allowed by the patient, will
be addressed with re-education. '

 Monthly reports of the weekly data will be presented to the P] Committee via the 2019
Performance Improvement Dashboard.

Date of completion: 2/13/201¢

L1150: Physician Authorization ,
SPBH is now ensuring that the staff appropriately order the correct time limits for restraint and
seclusion, .

The deficiency was corrected by:
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o The Medical Director reeducated the Medical Staff on ordering restraint/seclusion maximum
time limit according to age limitations. This training occurred on 2/28/2019. - . . -

o The CNO reeducated the nurses on Restraint/Seclusion documentation completion on
2/11/2019 & 2/12/2019. This was educated with a too! provided by the GNO. All nurses had
training documented no later than 3/1/2019,

e The Restraint/Seclusion Order Sheet was amended to include the correct maximuim time for
adolescents and aduits with a check box for the provider.

Whois responsible: CNO -, - .

What will be done to prevent recccurrence and how it is fo be monitored for continusd

compliance; -: . o

 Program Directors will audit all Restraint Seclusion forms for completeness.

» Program Directors will submit the audits weekiy to tHe CNO, ‘

e The CNO wiil present the data analysis to the P| Commitiee monthly.

e Any nurse making errors will be reeducated by the CNO, . .-

¢ 100% of Restraint/Seciusion paperwork from 2/28/2019 going forward will be audited. If the
compliance [evel with completeness drops below 90% for two consecutive months, then a new
corrective action plan will be created and will continue to be monitored until 90% at 3 months
compliance is achieved.

Date of completion: 3/1/2010

L1165: Emergency Supplies ‘
SPBH ensures that emergency supplies and equipment were available and ready for use.

The deficiency was corrected by:

» A monitoring checklist was created for Supervisors to review suppiles for presence and
expiration dates. Any expired supplies will be destroyed, - . S

* A policy regarding expired supplles was created.

« Staff were educated on looking for expired supplies and what to do once found.

 The Program Directors organized their respective units and checked for any expired supplies

"~ on 1/30/2019.

« Expiration dates will be checked when being brought to the unit,

« Supplies wil! be organized by bringing forward the supplies to expire first,

Who is responsible; CNO: :

What is done to prevent the reoccurrence and how it Is to be monitored for continued

compliance:;

« The log will be provided to the CNO by the Program Director.including breakdown of the
amount of expired supplies found on the unit.

« The CNO will report to the Pl Committes for at least 3 months.

o [fthe logs continue to find expired supplies on the unit for two consecutive months then a new
corrective action plan will be developed.

Date of completion: 3/8/2019 '

L1260: Records-Signed Orders '
SPBH is now ensuring that medical staff promptly sign and authenticate verbal or telephone
orders taken by a.nurse for initiation of seclusion or restraint,

The deficlency was corrected by:

» Reeducation of 100% of nurses on Seclusion/Restraint paperwork with the need of the
provider to sign within 24 hours. Education was received on 2/11/2019 & 2/12/2019. Any
unavailable staff were required to complete the education prior to their next shift, and no later
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than 3/1/2019. Reeducation of nurses also includsd that all TORB orders must be signed
within 24 hours,

e Medical Staff were reeducated on authentication deadlines of 24 hours in the 2/28/2019
Medical Staff Mesting. -

Who is responsible: CNO

What will be done to prevent reoccurrence and how it is to be monitored for continued

compliance:

» Nurses will remind the next staff to obtain the provider's signature.

o The Program Director will report to the Medical Director the providers that did not sign within
the required 24 hours.

¢ The Medical Director will refer the provider for peer review for trends in not signing orders
appropriately.

Date of completion: 3/9/2019

L1375: Procedures-Administration of Medications
SPBH is now in compliance with transcription and processing physician orders.

The deficiency was corrected by:

« Nurses were retrained by 2/12/2019 that all medication orders must be transcribed and
scanned to the Pharmacy within 2 hours of the order being written.

« Remote entry has been implemented. Orders are now verified and processed 24 hours a day.

Who is responsible: CNO

What will be done to prevent reoccurrence and how is it to be menitored for continued

compliance: '

» Random medical record audits of 20% of charis monthly will be reviewed for transcription and
processing of Provider Orders. :

e The CNO will address any nurse concerning non-compliance with processing of orders.

» Order transcription and processing rate will be submitfed to Pl Committee for a minimum of 3
consecutive months at 90% compliance rate. If the compliance rate is not at 90% compliance
for 2 consecutive months will have a new corrective action plan completed.

Date of completion: 2/13/2019

L1400: Procedures-Meds in Patient Areas
SPBH now ensures the appropriate disposal of unusable medications.

The deficiency was corrected by;

» Nurses were reeducated on appropriate labeling of multi-dose vials.

» Program Directors have been assigned to check accuracy of the labels,

Who is responsible: CNO '

What will be done to prevent reoccurrence and how it is to be monitored for continued

compliance:

» Program Directors will turn their checklists into the CNO.

e The CNO will review the checklist to ensure completion. ,

« Nurses write the expiration date of 28 days after opening multi-dose vials.

o Multi-dose vials will be monitored by the Program Directors starting 2/28/2019. The audit will
continue untit all vials are properly labeled for 3 consecutive months. If there are errors for two
consecutive months a new corrective plan will be developed, '

Date of completion: 3/9/2019

L1470: Lab Access
SPBH now ensures that lab testing supplies do not exceed their designated expiration date.
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The deficiency was corrected by: _

' Creation of a checklist for the supervisor to use while reviewing supplies for expiration dates.
Any expired supplies will be destroyed.

« A policy regarding expired supplies was created during the sutvey, ‘

o Staff were reeducated on looking for.expired supplies and disposing of any that are found.

= Each unit was organized by the Pragram Directors, with expiration dates nearing first and any
expiring within a month disposed of. This was completed 1/30/2019.

« Supplies being brought to the unit will be checked for expiration dates,

Who is responsible: CNO :

What will be done to prevent reoccurrences and how is it to monitored for continued

compliance:

« The Program Directors will give the logs to the CNO including the listing of expired supplies.

» The CNO will report to the Pl Commitiee for at least 3 months if any expired supplies are
found. If expired supplies are found for two consecutive months then a new corrective action
plan will be created. g

Date of completion; 3/9/2019

L1475: Licensed Lab . .
SPBH is now in compliance with waived testing.

The deficiency was corrected by:
e The glucometer quality control checks are being completed daily and the logs are being
- reviewed by the Program Directors. Any variances will be immediately reported to the CNO.

« Disciplinary action wilt be taken for breeches in the quality checks.

o The nurses were resducated on the requirement of performing dally glucometer quality control
checks. _

Who is responsible: CNO

What will be done to prevent reoccurrence and how Is it to be monitored for continued

compliance:;

¢ Program Directors will submit checklists to CNO.

'« CNO will aggregate and analyze the data and present to the P| Committee for 3 straight
months. If there are any absences for two consecutive months a new corrective ptan will be
created.

Date of completion: 3/9/2019

L1485: Food Service Regulations
SPBH now ensures that staff are monitoring refrigeration temperatures to ensure proper cold
holding of patient food items.

The deficiency was corrected by

¢ 100% of nursing staff were reeducated on the daily patient food refrigerator check
documentation requirements. :

« Dally refrigerator chiecks were added to the Program Directors checklist,

« Dietary staff were aiso reeducated on the daiiy requirement to document refrigerator
temperatures, - = ..

« Dietary and Nursing staff were also reeducated on steps fo take if the food temperature is
outside the expected norms,

Who is responsible: CNO

What is done to prevent the recccurrence and how it is to be monltored for continued

compliance:
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e The CNO will provide a mornthly repart to the Pl Committee for a minimum of three
consecutive months.

o If there is an absence of checks for two consecutive months a new corrective action plan will
be created. '

Date of completion: 2/13/2019

L1520: Food Service-Dietary Manual
SPBH will maintain approval of a current diet manual.

The deficiency was corrected by:

* The Diet Manual has been.resigned for the Annual approval by the Medical Director, Dietician
and CNO.

Who is responsible: Dietician

What is done to prevent the reoccurrence and how it is to be monitored for continued

compliance:

» The signature page will be presented to the Pl Committee on an annual basis.

Date of completion: 2/8/2019
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